Marginal excision with histopathological identification is the treatment of choice.
INTRODUCTION
Osteochondroma is the most common benign bone tumour. It is usually found in the metaphyseal ends of long bones although all other bony sites are possible. 1, 2 This benign neoplasm is rare in soft tissues and usually arises from synovial tissue in joints and tendon sheaths. [1] [2] [3] [4] Most of the lesions reported have been in the hands and feet and have presented as small discrete calcified masses rarely exceeding 2 cm. [1] [2] [3] [4] [5] [6] An extraskeletal osteochondroma with extensive ossification arising outside synovial compartments is rare. 1, 7, 8 We report a well-formed extraskeletal osteochondroma in the nape of the neck.
CASE REPORT
In April 2002, a 42-year-old man presented to the Pt BD Sharma Post Graduate Institute of Medical Sciences, Rohtak, India with a palpable mass in the soft tissues at the nape of the neck. The mass had appeared spontaneously one year previously and had grown in recent months. There was no history of trauma. It caused local pain that increased with neck movement.
On physical examination, an approximately 3-cm, firm, non-tender, slightly mobile intramuscular mass was noted in the nape of the neck. The overlying skin was normal and there was no sensory or motor deficit. Routine laboratory tests revealed the blood cell count, liver function, serum calcium, serum phosphorous, serum alkaline phosphate, and parathyroid hormone levels to be within the normal range. Plain cervical spine radiography revealed a well-circumscribed, discrete, calcified mass posterior to the spinous processes of the second to fifth cervical vertebrae (Fig. 1) . A contrast computed tomographic (CT) scan depicted a 3.3x3x2 cm mass in the soft tissues of the neck, posterior to the vertebral spinous processes. (Fig. 2) At surgery, the mass was surrounded by a wellformed thin capsule. The ovoid, hard mass measured 3.5x3 cm (Fig. 3) well-formed, partly lobulated, mature hyaline cartilage surrounded by the fibrous capsule at the periphery. The hyaline cartilage changed into mature trabecular bone at the centre (Fig. 4 ) There was no chondroblastic or chondrogenic differentiation or zonal phenomenon. No synovial tissue was identified. A pathological diagnosis of extraskeletal osteochondroma was established. The patient was followed up for 3 years with no signs of recurrence.
DISCUSSION
Osteochondroma is a benign neoplasm, commonly arising from the ends of long bones, demonstrating mature bone with a cartilaginous cap and continuation of the medullary cavity with that of the long bone. Infrequently, osteochondral neoplasms arise in soft tissues, but the cause of their origin in soft tissues remains controversial. Chung and Enzinger 9 used the term 'extraskeletal chondroma' for small, well-defined solitary nodules of hyaline cartilage that are unattached to bone and primarily occur in the distal extremities. Similar lesions showing more ossification have recently been called extraskeletal osteochondroma. 3 Pleuripotent cell lines derived from the joint synovium, tenosynovium, or connective tissues have been proposed as the origin of the tumour cells. 6, 9 Metaplasia of tendon sheaths in the hand, wrist, or foot has been postulated as the origin of these tumours. 6, 9 Extraskeletal osteochondroma can arise from fibroblasts in the connective tissue distant from bones and joints due to unknown stimuli. 1, 6 The tumours typically occur in adults, usually without antecedent trauma.
2 Cellular atypia may be seen histologically, but no malignant transformation or metastatic lesions have been demonstrated. The nodule is usually less than 5 cm in size. 1, 2, 9 Most (82% to 84%) of these tumours occur in the hands and feet, [2] [3] [4] 6, 10 although some have been reported in the buttocks, thighs, and feet. 1, 7, 8 None have been reported in the nape of the neck.
Radiographically, an extraskeletal osteochondroma will appear as a well-circumscribed, lobulated mass with dense central calcification or areas of ossification. 2 Differential diagnoses such as myositis ossificans, a lipomatous lesion, a pseudomalignant osseous tumour, an ossifying fibromyxoid tumour, an extraskeletal chondroma with endochondral ossification, synovial (osteo) chondromatosis, tumoural calcinosis, a synovial sarcoma, and an extraskeletal osteosarcoma should be reserved for discrete soft-tissue masses that contain mature ossification. Clinicoradiological features and the histopathology of the present case excluded the possibility of these lesions. Myositis ossificans demonstrates a 'zonal phenomenon' of peripheral calcification. It is often inhomogeneous or amorphous in its early development and may increase or decrease in size within a few weeks. Such a lesion contains both cortical and medullary bone when mature and may adhere to the underlying bone. 6 The distinct cartilaginous cap with fibrous capsule, and mature trabecular bone without zonal phenomenon ruled out extraskeletal osteochondroma. Other non-malignant e n t i t i e s i n c l u d i n g l i p o m a t o u s l e s i o n s , psuedomalignant osseous tumours, and ossifying fibromyxoid tumours of soft tissue may be associated with calcification or ossification, [11] [12] [13] [14] but these lesions c a n b e d i ff e r e n t i a t e d f r o m e x t r a s k e l e t a l osteochondromas on clinical and histopathological examination. Tumoural calcinosis usually appears as well-defined lobulated calcified masses with layering when imaged with a horizontal beam, 6, 10, 15 but there are no osseous trabecular structures in the masses unlike soft-tissue osteochondroma. Extraskeletal chondroma with endochondral ossification can be excluded in the absence of chondrogenic or chondroblastic differentiation of the inner part of the mass and the distinct cartilage cap with fibrous capsule. 1 Synovial chondromatosis, particularly of extra-articular origin, may be more difficult to differentiate. 6, 10, 16 It has multiple cartilaginous and osteocartilaginous lesions within or near the joint, but in extraskeletal osteochondroma there is usually a unifocal lesion away from the joint. 1 Although mature ossification is generally associated with a benign aetiology, sarcomas such as synovial sarcomas and primary soft-tissue chondrosarcomas, and osteosarcomas may also contain dense calcification or ossification. 6, 10, [17] [18] [19] Internal calcification (less common than ossification) in synovial sarcomas is usually seen in the periphery. 6, 10, 17 These may have coexistent bone involvement and are cytologically active, and are thus readily regarded as being sarcomatous. Osteosarcomas exhibit scattered amorphous calcification and ossification within a soft-tissue mass on radiography. The mass exhibits a disorganised arrangement of osteogenic elements in the centre of the tumour. 6, 10, 18 Calcification is patchy, amorphous, and scattered in chondrosarcomas. 6, 10, 19 Close histopathological inspection and clinical correlation is necessary to differentiate a chondrosarcoma from an extraskeletal osteochondroma. 4 The diagnosis of extraskeletal osteochondroma should be considered when a mass with mature ossification and a typical chondroid matrix is seen in the soft tissues, even at atypical sites. Clinical awareness of this benign entity is important as no malignant transformation or metastasis has been reported. Marginal excision with histopathological identification is the treatment of choice. CT and MRI help delineate the extraskeletal soft-tissue origin, and histopathology confirms the diagnosis.
